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Abstract
Adolescence is the time when many individuals begin to use substances (alcohol,
tobacco, and other drugs) in an exploratory manner. This exploration can have lasting
impacts upon a student’s neurological development with wide ranging impacts.
Adolescents who use substances may experience greater difficulty achieving
academically, increased risk for criminality, and comorbid mental health disorders at an
elevated rate. Schools are the location where the majority of students receive mental
health support, and a location where substance use interventions can occur. School
personnel can be trained to conduct Screening, Brief Intervention, and Referral to
Treatment (SBIRT) interventions to address adolescent substance use. Many different
school professionals have been trained to conduct SBIRT interventions, but there
continues to be a lack of service delivery. School psychologists can be trained to conduct
SBIRT interventions as an expansion of the mental health role. Developmental models of
this role expansion have been created for other professions, but no model currently exists
for school psychologists. This study sought to understand the training needs of school
psychologists in order to develop confidence and competence in conducting SBIRT
interventions. School psychologists, at varying stages in their training, were surveyed to
understand how their training experiences impacted their development in providing
SBIRT interventions, as well as identifying supports and barriers that exist in the school
around providing this kind of student support.
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Training Needs and Role Development of School Psychologists Providing Substance
Use Interventions: An Exploratory Study
Adolescence is the time when most individuals first begin experimenting with
substances, with a global median age for the first time use of alcohol and tobacco
between 16 and 19 years (Degenhardt et al., 2016). By the age of 15 in the United States,
about 50% of individuals have tried alcohol, 43.6% of individuals have tried tobacco, and
20.2% of individuals have tried cannabis. The rate of cannabis use in the United States by
age 15 is the highest worldwide (Degenhardt et al., 2008). Usually adolescent substance
use begins experimentally, with their use tapering off by early adulthood. In some cases,
an adolescent’s experimental use may develop into a more serious substance use disorder
(SUD).
A SUD in adolescence may result in long-term neurological impacts which may
result in an increased risk of higher rates of earlier death, criminality, mental and physical
health problems, and poverty (Hodgins et al., 2009). One study reported that up to 75%
of students who are identified with a substance use disorder may have a co-occurring
mental health disorder (Greenbaum et al., 1996). Meeting the mental health needs of
adolescents is challenging, but the majority of the support students receive occurs at
schools. It is estimated that of the students who do receive mental health supports, about
70% of that support occurs at school (Greenberg et al., 2003). Schools, therefore, are the
location where many youth receive mental health support which should include primary
prevention efforts, as well as more intense interventions for SUDs.
Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an
empirically supported intervention model that can be taught to a variety of personnel
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within the school building. School nurses, school counselors, and school social workers
are all school professionals who may have been trained to conduct SBIRT interventions
(Burrow-Sanchez et al., 2009; Lunstead et al., 2017). These school professionals are not
engaging in SBIRT interventions to address substance use due to a variety of different
reasons (Senreich et al., 2017).
School psychologists are a group that can be trained to conduct SBIRT
interventions to support students using substances. School psychologists possess the
background skills and knowledge necessary to be trained to conduct SBIRT interventions
as an expansion of the mental health role. Additional training will be required to gain the
confidence and competence necessary to conduct these interventions.
Training efforts in graduate programs have started to meet this need. For example,
Morgridge College of Education, at the University of Denver, has developed a new
addictions specialization through a collaboration between the Counseling Psychology
Department and the Child, Family & School Psychology Program (McDiarmid & Brown,
2020). James Madison University is another program which integrates the training of
their students in conducting SBIRT interventions throughout the curriculum, (see
Appendix A; Kipps-Vaughan. et al., 2018). Developing confidence and competence in
providing SBIRT interventions is necessary before school psychologists will successfully
provide this service to students. This study sought to understand how the training
experiences provided by James Madison University in conducting SBIRT interventions
impacted the development of confidence and competence to in their interns and recent
graduates.
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Literature Review
Adolescents and Substance Use
Many individuals first use substances during their adolescent years. Substance use
in adolescents tends to follow a well-defined sequence of events: beginning with
experimentation in social situations, peaking in late adolescence, and finally declining in
young adulthood as an individual gains more responsibilities or develops more serious
romantic relationships (Botvin & Griffin, 2007). A subset of youth who began using
substances in an experimental fashion will not follow this typical pattern of use; rather,
they will begin to use habitually and develop a substance use disorder (Botvin & Griffin,
2007; Degenhardt et al., 2016). Earlier initiation of substance use has been linked to an
increased risk of later developing a more severe substance use disorder (Degenhardt et
al., 2016; Tubman et al., 2019; Quigley, 2019). In a 2017 survey, roughly 5.3% of
individuals between the ages of 12 and 17 reported binge drinking during the past month.
Another 2017 survey stated that 13.5% of respondents between the grades of 9 and 12
reported binge drinking at least 1 day during the prior 30 (Quigley, 2019). Further
complications in substance use may arise for some youth as they may expand the
substances they are using to more serious drugs (e.g., opiates, hallucinogens,
methamphetamines etc.) in addition to increasing the quantity of substances they are
taking (Botvin & Griffin, 2007).
Effects of Substance Use
Adolescence is a period during which individuals are undergoing a great number
of developmental changes which can be negatively impacted through substance use.
Neurologically, substance use can have a negative impact upon the development of the
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sensation seeking and reward systems (Quigley, 2019). Additionally, substance use may
lead to fewer neurological connections made, which may result in decreases in executive
functioning abilities and/or processing skills. Use of substances during adolescence may
impair typical life transitions, such as completion of education, beginning employment,
and initiating stable romantic and sexual relationships (Degenhardt et al., 2016).
Individuals with substance use disorders in youth were found to have continued negative
outcomes throughout the following 30 years. These difficulties included earlier death,
rates of criminality, mental and physical health problems, and poverty (Hodgins et al.,
2009).
Additionally, substance use can have a negative effect upon school performance
(Quigley, 2019). McLeod et al. found that substance use was associated with lower high
school GPAs (2012). This association resulted even if comorbidities such as attention
problems and delinquency were considered. The same study reported that use of
cigarettes led to GPAs three times lower when compared to the GPAs of alcohol using
young adults. This pattern was hypothesized to be attributable to the visible nature of
cigarette use and the resulting punitive or zero-tolerance discipline outcomes. These
discipline procedures tend to result in higher rates of students absent from school due to
suspensions or expulsions (Heitzeg, 2009). This missed academic instruction time may be
part of the reason substance using youth achieve academically at lower levels.
Meeting Mental Health Needs in Young Adults
Substance use is also a risk factor for, and often commonly associated with, other
negative mental health outcomes, such as an increased risk of depression, anxiety,
disruptive disorders and involvement in risky behaviors (Patel et al., 2007; Quigley,
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2019). One study reported that up to 75% of students who are identified with a substance
use disorder may have a co-occurring mental health disorder (Greenbaum et al., 1996).
Many times, the mental health needs of youth go unmet (Patel et al., 2007). It is
estimated that 14-20% of school aged children are diagnosed with a mental health
disorder, but only 20-30% of those individuals receive support or treatment in any form
for those difficulties. Of those students who do get support, roughly 70% of that support
occurs at school. Schools, therefore, are the location where the majority of youth receive
mental health support. Roughly 96% of students follow through with the mental health
services they receive at school, while only 13% follow through with community referrals
(Greenberg et al., 2003). In addition to simply being utilized more frequently than
community and other providers, school health clinics are more likely to provide services
to minority and other at-risk populations (Curtis & Gabellini, 2014). Therefore, schools
are an ideal location for the provision of mental health services: they are utilized by the
population in question and can reach a wider population.
Services provided for young adults at school are frequently provided in a
fractured and uncoordinated manner (Greenberg et al., 2003). This fracturing of
programming and support can lead to increased disruption and decreased care for a
student in need. For students who struggle with substance use disorders and other mental
health difficulties, it is important to address all the problems the student is struggling
with. This should occur in a coordinated manner, ensuring that all difficulties a student is
encountering are addressed. Focusing on only one issue without addressing the others
may result in poor outcomes for the student (Clancy & Oyefeso, 2010).
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Providing support at school would allow for an integrated treatment approach,
attending to both the mental health needs of the student as well as any substance use
(Fisher et al., 2016). A single professional could coordinate the necessary support in all
the required areas within the school building. This coordination could be extended to
enhance and address the network of support a student can rely upon at home (Fisher et
al., 2016). This network of support may be lacking in other areas of the student’s life due
to parental conflict or separation, poor family relations, ineffective parenting practices,
and/or abuse or neglect. These many family difficulties are all factors which increase an
individual’s likelihood to use substances (Degenhardt et al., 2016). The individual
managing a substance using youth’s case could work with a student’s family to increase
positive relationships and increase monitoring and rule following, which may help to
decrease substance use in young adults (Quigley, 2019).
Keeping students engaged in their school communities by fostering an atmosphere
of connectedness at school has been shown to reduce the rate of drug use (Benningfield et
al., 2015). Increasing a student’s engagement at school has been shown to be a more
effective intervention for substance use than the threat of a drug test (Snitzman & Romer,
2014).
By intervening at school through a developmental approach, schools can create
environments designed to educate their students about mental health (Toumbourou et al.,
2007). This education may lead to a reduction in stigma surrounding mental health
disorders. This reduction in stigma may be part of the reason students are more likely to
access mental health services at school (Stephan et al., 2007). Additionally, students can
be formally taught and encouraged to develop the resiliency skills to delay initiation of
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substance use (Toumbourou et al., 2007). Prevention programs and targeted interventions
can build on a student’s natural development to target resiliency skills and strengthen
protective factors with the goal of reducing the risk of future substance use. (Degenhard
et al., 2007; Lionetti et al., 2010).
Federal legislation mandates that schools deliver mental health services to their
students (Lionetti et al., 2010). Substance use prevention and intervention is an important
aspect of mental health services, and federal funding is available to support the
implementation of such programs (Stephan et al., 2007). These programs can be
implemented to target all ages and levels of need. Universal prevention programming in
elementary schools may encourage the development of interpersonal skills to reduce
social exclusion, or programs may target aggression and disruptive behaviors
(Benningfield et al., 2015; Greenburg et al., 2003; Toumbourou et al., 2007). Only a
small number of these kinds of programs have been shown to be effective in preventing
later risky behaviors, including substance use (Benningfield et al., 2015). Some programs
that target older elementary school children that directly address attitudes and beliefs
about drug use have been shown to reduce later substance use behavior (Botvin et al.,
2003).
As children enter middle and high school, universal prevention efforts target
substance use by providing accurate information about peer use, increasing student’s
competence in refusal skills, and practicing alternate stress reduction techniques
(Toumbourou et al., 2007). The aim of these programs is to delay initiation of substance
use by reducing their motivation to use substances. Reviews of programs that include
these elements have shown the strongest impact at school was seen when a mental health
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profession delivered an interactive, intensive program (Greenburg et al., 2003). Many
primary prevention programs delivered at the middle school level show modest effect
sizes that decrease over time (Benningfield et al., 2015).
Support for students engaging in substance use can occur at a more targeted level
in a school. Students identified as being at risk for increased substance use could be
supported at a more targeted level through intervention or prevention efforts in a small
group setting. Evidence based programs such as Building Assets- Reducing Risks, The
Ripple Effects Whole Spectrum Intervention System, and Motivational Enhancement
Therapy and Cognitive Behavioral Therapy can be used with a variety of ages and have
established evidence of their efficacy (Fisher et al., 2016). One potential challenge of
working with students at risk of using substances in a small group setting is the
possibility of creating an environment where the students reinforce negative behaviors
(Botvin et al., 2003). Students who have already initiated substance use, have developed
a substance use disorder, or who are at high risk may require a higher level of
intervention (Fisher et al., 2016). The Seven Challenges program is effective and multiple
studies have shown positive benefits across a variety of mental health difficulties (Fisher
et al., 2016).
Identification of Student Substance Use
The early identification of students who have already initiated substance use can
help to prevent long term negative consequences (Curtis & Gabellini, 2014). One
evidence based early treatment approach is screening, brief intervention, and referral to
treatment (SBIRT). SBIRT is an overarching approach that can describe many specific
interventions, such as the Teen Intervene Program. Specific SBIRT interventions have
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been successfully implemented in several public schools. Students reported significant
reductions in heavy drinking and drug use after engaging in SBIRT (Curtis & Gabellini,
2014). The SBIRT model begins with a brief screener for substance use, followed by a
short intervention focused upon use reduction for students at lower to moderate risk.
SBIRT is designed to be used with students who are using substances at minimal to
medium levels of use. Students who are using substances at more problematic levels are
referred for more intensive treatment. SBIRT utilizes motivational interviewing
techniques to help students see the potential dangers and harms in their substance use
(Maslowsky et al., 2017; Tubman et al., 2018).
The screening process of SBIRT is important because it can identify students who
may benefit from an intervention and support, even if they do not meet full criteria for a
substance use disorder (Benningfield et al., 2015). Research has shown that a brief
conversation where information is provided after a screening can reduce a student’s use
(Benningfield et al., 2015; Substance Abuse and Mental Health Services Administration
[SAMHSA], 2013). Reduced substance use has been seen at least a year later when the
SBIRT intervention was implemented with fidelity (SAMHSA, 2013). SBIRT
interventions have also been shown to be successful with racial and ethnically diverse
student populations (Tubman et al., 2018; Tubman et al., 2019).
In some settings, SBIRT is implemented universally with screenings of entire
grades, while in some schools SBIRT is conducted on a case by case only basis. In a high
school that implemented universal screening across 9th and 10th grade students, students
were more likely to respond positively when asked about their intention to reduce their
substance use (Maslowsky et al., 2017). If universal screening is not possible, one
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recommendation is to screen adolescents who display other mental health difficulties.
One study found that students who screen positive for substance use are more likely to
report aggressive or rule-breaking behaviors (Tubman et al., 2018). Another study found
that students who screened positive for alcohol use were more likely to engage in risk
taking behaviors (Tubman et al., 2019). Screening and intervening for at students may
have benefits beyond decreasing substance use in student’s lives.
Barriers to Schools Implementing SBIRT
Some schools encounter difficulties in implementation of SBIRT interventions,
including not having a location or trained staff members to conduct the intervention
(Curtis & Gabellini, 2014). In a survey of schools offering mental health services, 56%
reported providing a form of substance abuse counseling (Burrow-Sanchez et al., 2009).
Many different school professionals have been suggested and trained in implementing
SBIRT interventions. Social workers, school nurses, and school counselors have all been
trained through training programs or professional development experiences (Lunstead et
al., 2017). In a sample of school nurses, there was broad support for the offering of
SBIRT interventions. Despite this widespread support, only about half of the participants
were implementing the intervention and conducting screenings (Lunstead et al., 2017).
Among the school-based social workers surveyed, only two of 13 individuals were
conducting SBIRT interventions, despite training. This low implementation number was
linked to the surveyed school social workers being employed in elementary schools,
where substance use is much less frequent (Senreich et al., 2017).
There appears to be a lack of individuals willing and able to implement SBIRT
interventions, despite training. Other barriers to implementing SBIRT interventions have
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been identified in addition to low numbers of individuals implementing the intervention.
These barriers include continuing to be unfamiliar with screening tools despite training, a
lack of time, a lack of perceived parent support, and a lack of perceived student honesty
(Senreich et al., 2017).
School Psychologists Role in SBIRT
School psychologists are individuals within school settings who are trained to
implement a variety of mental health supports, which could include SBIRT interventions.
School psychologists possess several skills which can be useful to the implementation of
such substance use interventions. These skills include understanding child development
and inherent risk factors. Additionally, school psychologists are trained in the
identification, promotion, and implementation of evidence-based mental health
prevention and intervention programs. Part of the training in mental health services
includes fostering an environment where students can be vulnerable, which happens to
align with the environments found to be most conducive to conducting successful
substance use interventions (Stockings et al., 2016). Specifically, the environment needs
to allow the young adult to feel respected and encouraged to share their ideas, while
giving them a voice to explore their own treatment. In a survey, school psychologists
were found to be more willing to implement mental health interventions with students
who had mental health problems than with students who have a physical health problem
(Forman et al., 2012).
One large barrier to school psychologists implementing SBIRT interventions for
substance using youth is a lack of training and perceived confidence and ability. Training
was found to be an important factor in the commitment to implementing evidence-based

TRAINING OF SCHOOL PSYCHOLOGISTS CONDUCTING SBIRT

12

interventions (Forman et al., 2012). School psychologists rated providing direct
intervention services to students the lowest in a survey of areas of perceived confidence.
Additionally, 76.3% of school psychologists reported taking no courses in substance
abuse counseling (Burrow-Sanchez et al., 2009). Despite having the required background
skills and basic knowledge, school psychologists have not had exposure to the necessary
training to implement SBIRT interventions. As a result, they do not feel they can
effectively offer those services. School psychologists are aware of high levels of
substance use in adolescents, and they feel responsible for helping those individuals
(Dassira, 2019; Clancy & Oyefeso, 2010). School psychologists are unlikely to
implement SBIRT interventions without feeling confident in their ability to do so
competently. Thus, there will be a continued lack of support for students engaging in
substance use. In addition to personal barriers, systemic barriers exist to school
psychologists being able to implement mental health interventions at school. These
barriers include how the school psychologist’s role is defined, the distribution of financial
resources, and how professional development is provided (Splett et al., 2013). To address
how a school psychologist’s role is defined, there is currently a call to implement more
mental health interventions while simultaneously decreasing the size of psychological
assessment caseloads (Splett et al., 2013). Each of these barriers will keep school
psychologists from gaining the confidence and competence necessary to implement
SBIRT interventions.
Transition in the Role of School Psychologists
Successful implementation of SBIRT interventions in schools by school
psychologists will require expansion of the current mental health role (Splett et al., 2013).
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Work role transitions have been defined as changes to either an individual’s employment
status or the content of their job (Nicholson, 1984). Role development requires the
acquisition of new knowledge and skills. As qualified practitioners become aware that
they lack skills in a specific area, they may feel a lack of self-efficacy in their ability to
implement a new skill (Clancy & & Oyefeso, 2010). Additionally, the transition to
implementing SBIRT interventions may require personal development as a change in
values or dispositions may occur as school psychologists encounter new situations and
experiences (Nicholson, 1984). Five essential values have been identified as necessary to
the implementation of substance use interventions. Those values are “role legitimacy,
therapeutic optimism, acceptance of the uniqueness of the individual, a non-judgmental
attitude, and the ability to demonstrate empathy” (Clancy & Oyefeso, 2010, p. 124).
These required changes may provide understanding of why school psychologists feel a
lack of competence in their ability to implement SBIRT interventions.
Fields with a longer history of implementing substance use interventions have
begun to explore how training in and implementation of substance use interventions
effects role development. For instance, in a study by Clancy et al. (2007), five stages of
role development were identified and defined through focus groups with nurses with
varying amounts of time in providing substance use intervention work. Each of the five
stages were identified with an overarching theme supported by statements made by
participants. Those five stages in order from least comfortable to most comfortable were
encounter, engagement, stabilization, competency, and mastery. During the initial stage
of encounter, nurses identified having a perceived lack of knowledge and skills and
feeling overwhelmed and fearful. During the second stage of engagement, nurses felt
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they developed a tolerance for doing the work and gaining technical skills. They also
reported a greater ability to set boundaries during this stage. As they progressed into the
stabilization stage, nurses reported gaining a sense of therapeutic detachment and
validation. During the stage of competency, nurses reported a feeling of clinical
competence and the ability to mentor others. At the final stage of mastery, nurses
reported feeling an ability to consult with other practitioners and adapt their knowledge to
different clinical settings.
This model resembles another model of role development that describes role
changes within professionally trained individuals with advanced degrees. This model
identified four stages. In the first stage, individuals worked under close supervision with
a mentor. The second stage was characterized by an individual showing competence and
the ability to work independently. The third stage is characterized by the mentorship of
younger employees, and the final stage is movement into consultancy and more creative
work (Dalton et al., 1977).
Dalton et al.’s (1977) model only has four stages, but stage two in this model
seems to be broken into two different stages in the nursing model by Clancy et al. (2007).
The separation of the second stage of the Dalton model into two stages by Clancy et al.
may reflect the more complicated nature of implementing substance use interventions.
The Clancy model may provide a way to begin to understand the ways in which school
psychologists may develop confidence and competence as they undergo development in
the expansion of the mental health role. The Clancy model explored role development in
the field of nurses, who have similar responsibilities. Nurses must conduct assessments of
their patients, provide ongoing supportive counseling, and consult on multi-disciplinary
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teams (Clancy et al., 2007). Due to these similarities, the Clancy model is thought to
align more closely with the experience of school psychologists than the Dalton model,
which addresses work role transitions in a more general setting.
While some studies have identified perceived needs for school psychologists in
developing competency in the provision of substance use interventions, no developmental
model exists for the field of school psychology. This study seeks to begin to construct a
developmental model for school psychologists trained in providing substance abuse
interventions during their graduate education. This model would help current training
programs identify ways to support their students and better understand their training
needs. Training programs may be able to support practicing school psychologists in their
region to gain knowledge and competence in providing SBIRT interventions. The model
may additionally help current practitioners identify areas of further training as well as
validate their feeling of their ability to do this work as they develop confidence and
competence in this expansion in identity.
Goal of Research and Research Questions
This study sought to explore how training in SBIRT interventions impacts the
development of confidence and competence in school psychologists providing substance
use interventions. The research questions are:
1. What elements of training and supervision are needed at each stage to offer the
necessary level of support for developing competence and confidence in providing
substance use interventions?
2. Do school psychologists gain competence and confidence in providing substance use
interventions in the same pattern that nurses do, as described by the Clancy model?
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3. What are the defining events of each stage that need to occur before a school
psychologist progresses to the next stage in developing competence and confidence in
providing substance use interventions?
4. What elements of school systems result in barriers to a school psychologists for
developing competence and confidence in providing substance use interventions?
5. What elements of a school system provide the most support for developing
competence and confidence in providing substance use interventions?
Methods
Participants
Participants were drawn from a school psychology graduate training program in
central Virginia who had been exposed to training in conducting SBIRT interventions
through an integrated approach. A convenience sampling method was utilized, allowing
individuals from three different cohort years to participate in the study. A total number of
26 potential participants were contacted via email with a follow up email sent to 14
participants who had not yet responded. All graduates from the three potential cohorts
were emailed. A total of 18 participants responded to the survey with 4 in their intern
year, 8 in their first year of full-time work, and 6 in their second year of full-time work.
Measure
A survey was developed and sent to current and former students. This survey was
distributed to possible participants using QuestionPro via email. The survey contains the
following sections: Demographics, Training Experiences and Perceived Confidence,
Supervision, Stages and Phases, and School System Support. Some of the questions were
derived from those used by Clancy et al. (2007) with their focus groups. The researcher
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developed other questions to focus more on the experiences of school psychologists. The
survey included both open- and closed-ended questions to allow respondents to express
their perceptions of and feelings on their training experiences. Participants were then
asked to reflect upon the themes or feelings experienced during stages as defined by
Clancy et al.’s 2007 model. The complete survey is included as Appendix B.
Procedure
Current and former students from a School Psychology training program in
central Virginia were contacted through email about participating in a research project
regarding the impact of their training experiences on their competence and confidence in
providing SBIRT interventions with students. The email sent to potential participants is
included as Appendix C. Emails were collected from school records, current employment
websites, and from direct contact with potential participants. Precautions were taken into
consideration to ensure confidentiality. No identifying information was collected in
connection with the survey responses. All responses were identified through a random
number generated by QuestionPro. Three weeks later, a follow-up email containing the
survey link was distributed to individuals who had not yet responded.
Approval from the Institution Review Board (IRB) at James Madison University
was obtained before starting the study. Participation in the survey was entirely voluntary
and individuals were informed that they had the right to withdraw from the study at any
time. Additionally, they had the opportunity to ask questions before or after participating.
Since information was collected through an online survey there was minimal risk of
harm. Other ethical issues, such as deception, emotional, or physical harm were not
relevant to participants in this study.
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Data Analysis
Grounded theory was the theoretical approach for this study as little information
was known regarding how training in SBIRT interventions at the graduate level affects
the development of confidence and competence in providing Substance Use Disorder
(SUD) Interventions as a practitioner (Mills & Birks, 2014). Some knowledge exists as to
how other professionals develop confidence and competence in providing SBIRT
interventions; however, this study explored a new point of view. A combination of
quantitative and qualitative methods allowed participants to explore and express how
their formal and experiential training experiences prepared them to conduct SBIRT
interventions.
Descriptive statistics were used to analyze patterns in quantitative data. Closedended, qualitative questions were explored for patterns across responses and quantified.
Open ended qualitative responses were explored for themes and coded following
the three steps suggested by Corbin and Strauss (1990). First, individual responses were
typed verbatim into a document, specific for that individual. Responses to individual
questions were combined, re-read, and scanned to identify similarities and differences
between responses. Each response was given an overall conceptual label to serve as a
starting point in developing narrower categories later. During the second stage, further
analysis allowed for identification of themes and categories. This was accomplished
through the cut and sort method with the goal of identifying as wide a range of themes as
possible (Ryan & Bernard, 2003). The researcher printed out the typed responses and
color-coded common ideas or themes. As new responses were collected, this process was
reviewed and refined to incorporate any new themes. During the third and final stage, an
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overall model or theory was constructed using any patterns or themes that arose from
across all the responses. During this stage, the model developed was compared to the
Clancy model, noting similarities and differences (Clancy et al., 2007).
Results
Eighteen individuals completed surveys regarding their training experiences and
feelings of competence and confidence in providing Screening Brief Intervention Referral
to Treatment (SBIRT) interventions. A detailed description of the integrated training
model being studied is included in Appendix A. The majority of individuals who
responded are currently practicing school psychologists (N= 14; 77.78%), with the
majority of those being in their first year of employment (N=8; 57.14%). Many
individuals who responded have not yet competed their first SBIRT intervention (N=14;
77.78%). Specific information about the number of respondents can be seen in Table 1.
One response was incomplete, and the responses that were provided were included in the
analysis. This individual responded to the first nine questions which included the sections
that inquired about Demographics, Training Experiences and Perceived Confidence, and
Supervision. This individual did not respond to questions regarding Stages and Phases or
School System Supports and Barriers.
Table 1
Demographic Information of Survey Respondents
Demographic
Intern
School Psychologist
First Year
Second Year

Responses (%)
4 (22.22%)
14 (78.77%)
8 (57.14%)
6 (42.86%)
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Elements of Training
Individuals were asked to reflect upon their confidence in the training they had
received. The greatest number of respondents rated their confidence in the training they
had received as a seven, on a scale of 1 to 10. The lowest rated confidence in the training
received was a two and the highest was a 10. The individual who rated their confidence
as a 10 has completed an SBIRT intervention. Specific responses about the level of
confidence in their training can be seen in Table 2.
Individuals were asked to reflect upon their confidence in being able to conduct
an SBIRT intervention. The greatest number of individuals rated their confidence in
engaging in this work as a five on a scale of one to 10. The lowest rated confidence in
conducting this work was a two and the highest was a nine. Specific responses in the
level of confidence in conducting an SBIRT intervention can be seen in Table 2.
Table 2
Confidence in Training and Ability to Conduct SBIRT Interventions
In training a(%)
1
0 (0)
2
1 (5.26)
3
1 (5.26)
4
1 (5.26)
5
2 (10.53)
6
3 (15.79)
7
7 (36.84)
8
1 (5.26)
9
2 (10.53)
10
1 (5.26)
a
One individual included two responses to this question
Level of confidence

In conducting (%)
0 (0)
2 (11.11)
2 (11.11)
1 (5.56)
4 (22.22)
3 (16.67)
3 (16.67)
2 (11.11)
1 (5.56)
0 (0)

Individuals were asked to choose which training experiences they felt had the
greatest impact on their confidence and what further training experiences could have
increased that confidence. Seventeen individuals stated that discussion of the Teen
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Intervene Program in class was influential in their confidence of their training. Other
experiences which were most frequently chosen included introduction to a screening
instrument, learning and practice administration of a screening instrument, and reading
the Teen Intervene Program. Fourteen respondents chose that completing an initial Teen
Intervene case would have the greatest impact on the confidence in their training
increasing. Other experiences frequently chosen included supervision during their initial
case and engaging in further intervention work. Specific responses about the current and
subsequent training experiences that influenced their confidence in their training are
included in Table 3.
Table 3
Current and Future Training Experiences that Impact Confidence in Training
Training Experiences
# of Responses
With the Largest Impact on Current Confidence
Discussion of the Teen Intervene Program in Class
17
Introduction to a Screening Instrument
13
Learning and Practice Administration of a Screening Instrument
13
Reading the Teen Intervene Program
12
Role Play of Teen Intervene Program in Class
8
Attending a Professional Development on SBIRT
4
Taking a quiz on the Teen Intervene Program
3
Completing a Teen Intervene Intervention during internship
2
Additional Supervision and consultation during a Teen
2
Intervene Case
Screening and Intervention with a high school student during
1
internship
Graduate Assistantship in Alcohol and Other Drug Early
1
Intervention
That would increase confidence
Completing an initial Teen Intervene Case
14
Supervision on Teen Intervene Case
11
Completing additional Teen Intervene cases
9
Attending additional professional development on SBIRT
7
Reviewing the Teen Intervene Manual
2
Note. Participants were instructed to choose all that applied to their experience.
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Elements of Supervision
Participants were asked to reflect upon the aspects of supervision which were
most helpful in conducting initial and subsequent SBIRT interventions. The number of
individuals who were able to respond to these questions was low (N=4), as many
respondents have not yet had the opportunity to conduct even part of an initial SBIRT
intervention. Individuals who were able to respond noted that for their initial case, case
conceptualization and discussion of case were the most helpful (N=4). Additional helpful
elements of supervision were peer consultation (N= 3), university supervision (N= 2),
and additional supervision by phone (N= 2) while on internship. In conducting
subsequent case work, case conceptualization and discussion of case (N= 2), university
supervision (N= 1), and additional supervision by phone (N= 1) were noted to be the
most helpful. On site supervision during an initial or subsequent Teen Intervene case was
not noted by respondents to be helpful.
Participants were asked to rate on a scale of 1 to 5 their comfort level with
providing peer supervision to a school psychologist conducting their initial SBIRT
intervention. Most respondents responded they felt moderate to no confidence in this area
(N= 16). The participant who noted they have a great deal of confidence has conducted at
least an initial SBIRT intervention. Specific responses in the perceived level of
confidence in their ability to provide peer supervision can be seen in Table 4.
Table 4
Perceived Level of Confidence in Providing Peer Supervision
Perceived Confidence
1- None at all
2- A Little
3- A Moderate Amount

# of Respondents (%)
6 (33.33)
5 (27.78)
5 (27.78)
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4- A Lot
1 (5.56)
5- A Great Deal
1 (5.56)
Perceived Growth and Change in Conducting SBIRT Interventions
Participants were asked to reflect on personal changes they experienced since first
being exposed to SBIRT interventions. They reflected upon their level of confidence,
skill development, competency, and amount of knowledge on a scale of 1 to 5. Overall,
respondents reported feeling slightly stronger in all areas. Specific responses can be seen
in Table 5.
Table 5
Personal Changes in Participants Since First Encounter with SBIRT

1- Weaker
2- Slightly Weaker
3- No Change
4- Slightly Stronger
5- Stronger

Confidence
(%)
1 (5.88)
2 (11.76)
3 (17.65)
8 (47.06)
3 (17.65)

Skill Development
(%)
1 (5.88)
2 (11.76)
4 (23.53)
7 (41.18)
3 (17.65)

Competency
Amount of
(%)
Knowledge (%)
0 (0)
0 (0)
2 (11.76)
4 (23.53)
3 (17.65)
4 (23.53)
9 (52.94)
6 (35.29)
3 (17.65)
3 (17.65)

Participants were provided the opportunity to expand upon their personal
experiences in providing SBIRT. A general theme arose of feeling confident and able to
implement a planned program such as Teen Intervene. Those two individuals stated that
the training was enough to provide the skills and confidence necessary to implement a
structured program. One individual linked this confidence to a general feeling of
increased confidence surrounding counseling.
Comparison to the Clancy Model
Participants were asked to compare their experiences in providing SBIRT
interventions to those detailed in the Clancy et al. model (2007). First, respondents were
asked to select which stage they felt they currently occupied and detail the experiences
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that had brought them to that stage. Next, they were asked to select which themes or
events detailed in the Clancy model they also experienced. Participants were asked to
detail any ways their experience had differed from the model. Finally, participants were
asked to reflect upon experiences that had helped them transition as well as what
experiences would help them transition to the next stage.
Most participants responded they were currently in the Encounter stage with only
one participant stated they felt they had reached the Mastery stage. Specific responses are
summarized in Table 6.
Table 6
Number of Participants at Each Developmental Stage of the Model
Stage
Encounter
Engagement
Stabilization
Competency
Mastery

# of Participants (%)
7 (41.18)
4 (23.53)
5 (29.41)
0 (0)
1 (5.88)

During the Encounter stage, many participants selected feeling that they were
lacking in skills (N=13), lacking in knowledge (N=9), and felt performance anxiety
(N=9). When participants were asked to reflect upon their training experiences,
participants in the Encounter stage focused mainly upon the program requirements- class
discussion, role plays, and professional development. Two participants stated that they
felt direct experience and completing an initial SBIRT case during internship would have
had a large impact upon their confidence level.
During the Engagement stage, many participants selected feeling that they were
acquiring skills (N=10), building confidence through direct learning (N=7), and able to
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set boundaries (N=5). Participants reported similar training experiences as the Encounter
stage with a focus mainly upon program requirements. There were no additional training
experiences included in the responses of individuals in the Engagement stage when
compared to the Encounter stage. The mean level of reported confidence in training was
similar across the two stages, with a mean of 5.71 (N=7, SD= 1.80) in the Encounter
stage and a 5.50 (N=4, SD= 2.38) in the Engagement stage. Confidence in their ability
was slightly stronger in the Engagement stage than in the Encounter stage. Individuals in
the Encounter stage had mean confidence in their ability to conduct an SBIRT
intervention of 4.29 (N=7, SD= 1.60) while individuals in the Engagement stage had a
mean confidence to conduct an intervention of 5.25 (N=4, SD= 2.37).
During the Stabilization stage, many participants reported feeling they were able
to seek appropriate support (N=6), contain personal emotions(N=5), know their own
limitations (N=5), and gain validation from their work (N=4). Participants also felt that at
this stage they were seen as a credible resource for peers or other school personnel (N=4).
When expanding upon their training and experiences with SBIRT, the participants in the
Stabilization stage reported some experience with SBIRT in addition to the formal
training received. This included using a part of the program or consulting with others
regarding SBIRT interventions in some regard. Alternatively, one participant in the
Stabilization stage felt that they had a greater confidence overall due to more experience
in general. Participants in the Stabilization stage reported a higher level of confidence in
their training (N= 5, M= 7.4, SD= 1.14) and in their ability to conduct the intervention
(N=5, M= 6.8; SD= 1.3).
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During the competency stage, participants reported feeling that they were able to
manage their caseload, share or teach their skills to others, and feel clinical competence.
No participants reported being in this stage, although two participants felt they had
experienced themes within this stage. Finally, during the Mastery stage, one participant
reported feeling able to transfer and adapt their skills to other settings and provide
consultancy to others. The one participant in the Mastery stage reported that completing
an intervention in full as well as intense supervision were the most important experiences.
Eleven participants felt that conducting additional SBIRT case work would cause
them to transition to a later stage. Additional experiences that were noted include
working in a middle or high school and attending additional professional development.
Specific responses can be seen in Table 7.
Table 7
Experiences that Would Result in a Transition to the Next Stage
Experience
Responses
Completing additional Teen Intervene Work
11
Working in a middle or high school
7
Additional professional development
7
Additional administrative support
5
Personal copy of Teen Intervene
4
Prioritizing Mental Health
3
Certification as a licensed substance abuse counselor
2
Supervision
2
Note. Participants were instructed to choose all that might apply to their experience.
Twelve participants reported that the presented model was accurate and
representative of their experiences of their development in conducting SBIRT
interventions. Two participants reported feeling a general increase in their confidence and
competence which led them to feel more confident in their ability to conduct this
intervention. One participant felt that they had reached the Competency stage at one point
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but had regressed due to lack of use. The Clancy model did not describe any instances of
regression or backwards movement within the model. One participant reported feelings
specific to working with teenagers within a setting where drugs and alcohol are taboo
subjects.
When asked if there were experiences that helped them to know if they had
transitioned, participants reported case conceptualization (N=4) and peer supervision
(N=2) as being sufficient to move an individual to the Stabilization stage, even without
an initial case. Additionally, completing an initial case was reported to move an
individual to the final stage, Mastery. Feedback from students and their parents was also
reported as impactful by two participants, whether that feedback was negative or positive;
both appeared to have an impact on the individual’s feeling of confidence and ability to
implement the intervention.
School System Supports and Barriers
Participants reflected upon what aspects of their school systems supported or
hindered their ability to conduct SBIRT interventions with their students. Participants
identified consultation with other school-based mental health providers, culture of
providing mental health services, and concern for substance use as the top elements that
supported their ability to conduct SBIRT interventions. Barriers to conducting SBIRT
interventions at schools included time constraints, assessment case load, working in an
elementary school, and lack of home-school relationships. Specific responses can be seen
in Table 8.
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Table 8
School System Supports and Barriers to Conducting SBIRT Interventions
School System Elements
Responses
Supports
Consultation with other school-based mental health providers
10
Culture of providing mental health services
8
Concern for substance use
6
Strong school-home-community relationships
4
Teacher support and expectation of this role
2
Time allotment for mental health services
1
Barriers
Time constraints
7
Assessment case load
7
Working in an elementary setting
5
Lack of school-home relationships
4
COVID-19
2
Support from school-administration in providing mental health
2
services
Supervision
1
Buy in from the department
1
Note. Participants were instructed to choose all that applied to their experience.
Several themes arose when participants were asked about what changes in their
role needed to occur for them to be able to conduct an SBIRT intervention. These themes
included a greater focus on mental health, additional support and buy in from school
administrators or departments, a decreased assessment case load, and greater access to
supervision. Additionally, six respondents stated that working with older students would
be necessary for this work to occur.
Discussion
Adolescence is the time many individuals first begin to use alcohol, tobacco, and
other drugs. Substance use during this time is connected to a variety of negative

TRAINING OF SCHOOL PSYCHOLOGISTS CONDUCTING SBIRT

29

outcomes including lower GPA and difficulty making typical life transitions. These
outcomes are worsened if an individual begins to use substances earlier. Additionally,
some studies have suggested that up to 75% of students with a Substance Use Disorder
(SUD) have a co-occurring mental health disorder. Intervening while a student is
experimenting with substances, and before their use increases to more problematic levels,
could have life altering impacts for an adolescent. Most students who get mental health
services, receive those supports at school. Additionally, school-based services can be
more impactful as they can be coordinated to address all the difficulties a student may
experience.
The Screening, Brief Intervention, Referral to Treatment (SBIRT) model of
intervention is well supported for use with adolescents engaging in substance use ranging
from experimental to moderate use. School-based mental health professionals, including
school counselors, school nurses, and school social workers, have been trained to provide
such interventions. Despite being trained, there continues to be a lack of service delivery.
School psychologists are trained in many of the basic skills required to conduct
interventions to decrease substance use. Providing such interventions would fall within
their role of delivering mental and behavioral interventions in the school building. With
the proper training, school psychologists can provide SBIRT interventions to the students
in their buildings. Additionally, a previous study identified an interest and desire in the
state of Virginia to conduct SUD interventions. Many currently practicing school
psychologists in Virginia cited a lack of training as a barrier to conducting these services,
with most feeling not prepared or slightly prepared to provide these services (Dassira,
2019).
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The need to provide this service in the School Psychology profession has not yet
been recognized by many training programs. James Madison University is one program
training its students to provide these SBIRT interventions through an integrated approach
(see Appendix A). No research has been conducted to determine the resulting confidence
and competence of this training approach.
This study first sought to determine the elements of training and supervision
needed to develop the necessary skills and to gain feelings of competence and confidence
in providing substance use interventions. The results of the current study show that
current interns and recent graduates have a higher overall confidence in the training they
received than in their confidence to implement an SBIRT intervention. As can be seen in
Table 3, all components of the integrated training model were noted to have contributed
to confidence in training. Of 18 respondents, 17 indicated that discussion of the Teen
Intervene program in class was impactful on their confidence in their training. Other
training experiences which were impactful included reading the Teen Intervene manual,
role playing situations, and introduction and role play with a screening instrument.
Out of a total of 17 respondents, 14 indicated that engaging in a supervised case
would increase their confidence in training, representing all participants who have not yet
conducted an SBIRT intervention. Nine participants indicated that additional case work
beyond an initial intervention would have an additional impact on their confidence in
training. Participants felt strongly that conducting an SBIRT intervention while under
formal supervision would be impactful in their development. This theme was repeated
throughout the qualitative responses. Conducting an SBIRT intervention while under
supervision is thought to be necessary for students to move forward in their development.
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Indeed, the participant who rated the highest level of confidence on both training and
ability was able to conduct at least one full case on internship. The academic aspects of
the training program are well developed to teach the necessary knowledge and skills;
however, direct experience and practice implementing an SBIRT intervention is
necessary for graduates to become confident in their ability to conduct SBIRT
interventions. To further increase confidence, practical experiences need to be completed
with regular supervision.
The need for supervised, meaningful casework in building confidence and
competence in school psychologists is reflected in findings regarding the training of
consultation skills. Access to supervision during consultation training experiences was a
predictor of confidence to engage in consultation activities. Supervision had a larger
impact on confidence to consult than did the number of field experiences (Barrett et al.,
2017). The number of consultation cases completed during internship was predictive of
how frequently school psychologists engaged in consultation during their careers
(Newman et al., 2015). These findings may suggest that supportive supervision while
completing initial SBIRT interventions may help to increase confidence in school
psychologists. Additionally, more SBIRT interventions completed during the training
years may not further increase confidence but may impact the likelihood of conducting
interventions after graduation.
Compared to their first exposure to SBIRT interventions, participants felt that
they have increased in their knowledge, skills, confidence, and competency. The increase
in these four areas further emphasizes the finding that students are being taught the
necessary elements for implementation of SBIRT interventions. Some individuals
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reported weaker skills due to a loss of familiarity with SBIRT interventions from lack of
use. Regularly engaging in SBIRT interventions may be necessary for individuals to
maintain elements of their training. Alternatively, some individuals indicated that they
have an increased confidence in their skills overall. As a result, they feel more capable of
conducting mental health interventions in general, but especially ones that are
manualized.
Little information is known about the training of school psychologists in
conducting SBIRT interventions. More is known about the impacts of training and
experiences upon the confidence and competence in conducting SBIRT interventions in
other fields. This study next sought to determine if school psychologists develop
confidence and competence in conducting SBIRT interventions similarly to addiction
nurses as described by Clancy et al. (2007). In general, respondents indicated that their
experiences in conducing SBIRT interventions were similar to those described by the
Clancy model. Few respondents were able to come up with notable differences. One
respondent indicated never experiencing fear during the Encounter stage. This difference
may be due to a personal, individual characteristic rather than a consensus, as many other
participants endorsed feeling fear during the Encounter stage. In general, respondents
indicated many of the same themes and events at each stage.
One notable reported difference from the published model is the idea of
regressing in skills. Regression was not included in the Clancy model, perhaps because
addiction nurses engage in these interventions on a more regular basis. School based
mental health practitioners, on the other hand, will only engage in SBIRT interventions as
the specific need arises, if they are supported by the building administration and/or the
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school division. The need for this support and buy-in is reflected in the responses to the
survey regarding barriers.
The next goal of this study was to determine the defining events of each stage that
must occur before a school psychologist progresses to the next stage of the development
model with the necessary confidence and competence. In general, participants indicated
they were in the earlier stages of the model. Only a few indicated they are in the
Stabilization phase and only one participant reported being in the final stage of Mastery.
Participants in the Stabilization stage indicated that they had either experienced
further engagement with an SBIRT intervention or had an increased confidence in their
ability to conduct mental health interventions in general. Participants who indicated
further engagement with SBIRT interventions reported they had discussed SBIRT with
their division or other school professionals, provided peer consultation, or completed a
case conceptualization with the intent to implement the complete intervention. It appears
that engaging with an aspect of substance use interventions without conducting an entire
Teen Intervene intervention is enough to move an individual from an initial stage of
development to a later stage.
To progress to the final stage, an individual must fully conduct at least one SBIRT
intervention with significant supervision and support. As can be seen in Table 7, a
majority of participants indicated completion of an initial SBIRT intervention is needed
to progress to a later stage. This further emphasizes the idea that meaningful, full
engagement with an SBIRT intervention is needed for trainees to feel confident in their
ability to competently conduct these interventions. School psychologists must discuss
SBIRT interventions with their departments, school administrations, and/or school
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divisions to encourage the implementation of SBIRT interventions to support substance
using adolescents. This advocacy will be necessary for school psychologists to build buyin from their systems which will be required to be able to support students using
substances. Advocating in this way will help to keep a school psychologists’ knowledge
and competency at a higher level.
Two participants indicated that to move forward and progress to the next stage
they needed to become licensed Substance Abuse Counselors. These two participants had
the highest and lowest reported confidence in their ability to complete a SBIRT
intervention. Substantial training may be necessary for some individuals to feel confident
to begin SBIRT interventions. Others, however, might enjoy and feel inspired by doing
SBIRT interventions and wish to do more intensive work. Both suggest additional
professional development is necessary to continue the training and development of school
psychologists. The need for further training and professional development was echoed
throughout the survey. Participants indicated that professional development impacted
their current confidence, and further professional development would additionally
increase their confidence, or help them progress to the next stage.
Conducting an SBIRT intervention during internship has become a highly
encouraged activity by the studied training program as more students have become
exposed. In attempting to complete this training element, many participants encountered
barriers that kept them from being able to conduct an SBIRT intervention. The specific
circumstances related to COVID-19 and the resulting closure of K-12 schools across the
country resulted in few participants in the 2019-2020 cohort and none of the participants
in the 2020-2021 cohort being able to complete an SBIRT intervention. Another factor in
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keeping participants from engaging in SBIRT interventions is the placement in
elementary schools, where there is limited, if any, student substance use.
Working with a younger student population and COVID-19 school shut-downs
were not the only reasons participants reported being unable to engage in SBIRT
interventions. As seen in Table 8, a large assessment case load and time constraints are
significant barriers. These barriers are similar to those known to decrease school
psychologists’ ability to implement school based mental and behavioral interventions
(Splett et al., 2013). For school psychologists to engage in work other than assessing for
special education eligibility, a change in the profession must occur. School Psychologists
are trained to engage with students in a variety of ways but are frequently unable to do so
because they are serving more students than the suggested NASP ratio (Eklund et al.,
2018). Serving too many students is one of the main reasons school psychologists are
unable to engage in mental and behavioral interventions, such as SBIRT.
Conversely, participants shared factors and elements in their school systems
which supported their ability to implement SBIRT interventions. The ability to consult
with other school based mental health providers and a culture of providing mental health
services allowed participants to provide SBIRT interventions. Consultation with other
school-based mental health providers will help to foster the culture of providing mental
health services within the school building. The two are linked to each other and engaging
in one will help to increase the need for the other. Additionally, working together with
other school based mental health providers will put further pressure on school systems to
create time allotments for mental health services within the job description of school
psychologists.
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Necessary shifts in the current job activities need to occur for school
psychologists to engage in SBIRT interventions to meet the needs of today’s students.
Participants stated similar themes of a greater focus on mental health, additional support
and buy-in from school administrators or departments, a decreased assessment case load,
and greater access to supervision. These themes are echoed by the National Association
of School Psychologists (National Association of School Psychologists, 2015). In order
to meet the mental health needs of today’s students, changes in the field must occur to
allow the provision of mental health services. School psychologists must actively
advocate for this change in their role at their schools and within their systems.
Conclusion
Providing interventions to substance using adolescents by school psychologists is
a needed service in today’s public schools. To meet this need, a limited number of
training programs have begun to implement training initiatives. The training method
explored in this study adequately provides its students the necessary knowledge and skills
to implement an SBIRT intervention under supervision. Conducting a full, supervised
intervention with a student is necessary for trainees to fully develop confidence and
competence to independently conduct SBIRT interventions. School psychologists must
advocate for the time and resources to provide SBIRT interventions at their schools as a
part of the growing need to implement mental and behavioral interventions. Advocating
in this way may increase the coordination of services and result in better outcomes for
substance using adolescents.
Limitations
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There are several limitations to this study. This survey was only able to be sent to
a small number of individuals as the training program studied has only added this element
in the last three years. Additionally, this training program uses an integrated approach
which limits the generalizability of these results to other programs. Another limitation
may be that individuals were reflecting upon their experiences during graduate school.
Individuals may have provided higher or lower rankings based on their overall
experiences while at school. Additionally, some individuals may have felt compelled to
take the survey based on their experiences in graduate school.
Another limiting factor was the limited number of completed free response
questions. Not all questions of this type were required which allowed individuals to skip
over the question. Valuable information about transitions and personal changes, may
have been lost since participants were able to skip over the questions.
A final limitation is the influence of COVID-19 and the resulting school closures
due to statewide mandates. As a result, most participants in the 2019-2020 and all
participants in the 2020-2021 cohort were unable to complete a Teen Intervene case
during internship. Additionally, this experience was not a requirement for the 2018-2019
cohort, which further limited the number of individuals who had experienced their first,
full supervised intervention case.
Future Work and Directions
Due to the small number of individuals who had a substance use case, the earlier
stages of the model were better defined than the later stages. This study should be
repeated at a later date to increase the number of possible participants. Additionally,
repeating this survey will provide more time for these participants to engage in a full
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Teen Intervene intervention. The increased number of participants who might engage in
an intervention may lead to a better understanding of the later stages of the model.
Participants should also be interviewed individually or in focus groups to gather
richer, fuller qualitative data regarding training and professional experiences. This inperson data gathering method will allow for follow up and clarifying questions.
Finally, this work should be extended beyond the single training program
examined in this study. A comparison of training approaches may be possible when other
programs include substance use intervention initiatives. Additionally, surveying
professional school psychologists who engage in professional development in this area
may provide a different viewpoint. The training needs for career psychologists looking to
expand their skill set may be different than that of interns and recent graduates.
Surveying a larger group of individuals will provide a wider perspective which may
increase the quality of the training available to school psychologists at any level of
training.
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Appendix A: School Based Substance Use Treatment Training Initiative
The James Madison University school psychology program has developed an
innovative training model for school psychology students to acquire the knowledge and
skills they need to address substance use with high school students. The National
Association of School Psychologists has called for school psychologists to provide
screening and treatment for youth with substance use disorders. University school
psychology programs traditionally have not emphasized preparing students to provide
this type of service in school or community settings. There is a dire need to develop new
treatment programs accessible to youth who need them. Schools are promising locations
for substance abuse interventions; indeed, 70% of children receiving mental health
services receive them in schools.
This initiative was developed to address the crisis of substance use among youth
and the lack of access to treatment. The primary focus for training components is based
on the Screening, Brief Intervention and Referral to Treatment (SBIRT) approach. The
initiative involves three primary components: training in screening and treatment for
substance use embedded in current course curriculum, potential field/practicum
experiences, and internship requirements.
Possible training opportunities for second year school psychology students to provide
direct service to high school students at-risk for substance use disorder interventions are
available through practicum and internship placements. JMU students participate in
training to provide the following interventions:
•

The Screening, Brief Intervention, and Referral to Treatment Model (SBIRT) –
specific to the identification and treatment of Substance Abuse Disorders
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Motivational Enhancement Therapy and Cognitive Behavior Therapy
(MET/CBT) – targeting substance abuse, emotional problems, and illegal
activities

•

Teen Intervene Program – an evidenced based intervention program targeting
substance use and related mental health problems

Objectives for Training
•

An inter-professional seminar to facilitate learning about school support staff
roles, knowledge, and skills.

•

SBIRT training for both professions with short interactive sessions to apply this
knowledge to case studies.

•

Motivational Interviewing and Cognitive Behavior Therapy training, which is
embedded in three courses for school psychologists.

•

Teen Intervene program training for school psychologists is provided and
evaluated through completion of school psychology students participating in the
Psychotherapy for Children and Adolescents course.

Program Design for Courses
•

Social and Emotional Development Psyc 618- Students gain knowledge about the
use of substances from a developmental perspective and are introduced to
considerations for reviewing research on substance abuse.

•

Applied Research Methods Psyc 609 – Students will examine specific issues
regarding program evaluation for substance use programs in schools.
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Personality Assessment Psyc 779 – Students are trained in conducting screenings
for substance abuse with adolescents and introduced to elements of the Teen
Intervene Program.

•

Consultation and Intervention Techniques Psyc 750- Students gain knowledge
how motivational interviewing techniques are effective in moving toward change
as a component of a substance abuse intervention.

•

Advanced Developmental Psychopathology Psyc 626 – Students gain knowledge
of diagnostic criteria for Substance Use Disorders in the DSM 5 and explore the
multi-cultural implications of substance use world-wide.

•

Introduction to Child and Adolescent Neuropsychology Psyc 880 - Students gain
knowledge of the effects of illicit drugs on neurological development and
specifics on the effects of marijuana on the brain.

•

Cognitive and Behavioral Interventions Psyc 755- Students gain knowledge of
substance abuse intervention as a secondary level intervention and an
understanding of the co-morbidity of substance use with other mental and
behavioral disorders.

•

Psychotherapy with Children and Adolescents Psyc 751 – Students gain
knowledge and skills for implementing the Teen Intervene Program, as well as
clinical considerations for providing therapeutic support for supporting behavioral
change.

•

Internship in School Psychology Psyc 790 – During internship, students are
expected to provide intervention for one high school student referred for mild to
moderate substance use. Intervention includes screening for substance sue and

TRAINING OF SCHOOL PSYCHOLOGISTS CONDUCTING SBIRT

42

behavioral/mental health disorders. If the referred student is identified at-risk then
the Teen Intervene Program will be implemented by the school psychology intern.
During this process, off-site supervision will be provided. Collaboration during
the intervention is encourage with on-site school based support staff. Interns are
required to submit an intervention report including therapy logs and evaluation
results. Intervention reports are used to evaluate the effectiveness of this initiative.
Evaluation
Data collected regarding the outcomes for treated high school students will be
reviewed to access high school students’ outcomes and also included in internship
intervention reports to evaluate training outcomes for the school psychology students. As
a new initiative, ongoing review and consideration for evaluation of this initiative will be
conducted to inform development of the training components.
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Appendix B: Research Survey
Demographics
1) Are you currently a student, intern, or practicing school psychologist?
a. Intern
b. Practicing School Psychologist
c. Other (please specify)
2) How long have you been practicing as a school psychologist?
a. First year
b. Second year
c. Other (please specify)
Training Experiences and Perceived Confidence
3) On a scale of 1 to 10, how confident do you feel with the training you received at
James Madison University in providing SBIRT interventions (1 being not at all
confident to 10 being completely confident)?
a. 1- Not at all confident
b. 2
c. 3
d. 4
e. 5
f. 6
g. 7
h. 8
i. 9
j. 10- Completely confident
4) What training experiences had the largest impact on your choosing that number?
Please select all that apply.
a. Attending a professional development on SBIRT
b. Introduction to a screening instrument
c. Learning and practice administration of a screening instrument
d. Reading the Teen Intervene Program
e. Taking a quiz on the Teen Intervene Program
f. Discussion of Teen Intervene Program in class
g. Role play of Teen Intervene Program in class
h. Screening and Intervention with a high school student during internship
i. Completing a Teen Intervene Intervention during internship
j. Additional supervision and consultation during a Teen Intervene case
k. Other (please specify)
5) What training or professional experiences do you think would result in that
number increasing? Please select all that apply.
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Attending additional professional development on SBIRT
Reviewing the Teen Intervene Manual
Completing an initial Teen Intervene case
Supervision on Teen Intervene case
Completing additional teen Intervene cases
Other (please specify)

6) On a scale of 1 to 10, how confident would you be in your own ability to
independently conduct an SBIRT intervention (1 being not at all confident to 10
being completely confident)?
a. 1- Not at all confident
b. 2
c. 3
d. 4
e. 5
f. 6
g. 7
h. 8
i. 9
j. 10- Completely confident
Supervision
7) What elements of supervision were most helpful in conducting your initial SBIRT
intervention? Please select all that apply.
a. University supervision on initial Teen Intervene case
b. On site supervision on Teen Intervene case
c. Additional supervision by phone on internship
d. Case conceptualization and discussion of case
e. Peer consultation on Teen Intervene Case
f. Have not yet conducted my initial Teen Intervene Case
g. Other (please specify)
8) What elements of supervision were most helpful in conducting subsequent SBIRT
interventions? Please select all that apply.
a. University supervision on initial Teen Intervene case
b. On site supervision on Teen Intervene case
c. Additional supervision by phone on internship
d. Case conceptualization and discussion of case
e. Peer consultation on Teen Intervene Case
f. Have not completed subsequent Teen Intervene casework
g. Other (please specify)
9) What is your level of confidence in providing peer supervision to a school
psychologist conducting their initial intervention on a scale of 1 to 5?
a. 1- None at all
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2- A little
3- A moderate amount
4- A lot
5- A great deal

Stages and Phases
10) How do you think you differ now from when you were first exposed to SBIRT
interventions? Please consider your confidence, skills, level of competency,
knowledge.
Level of Confidence
a. Weaker
b. Slightly Weaker
c. No Change
d. Slightly Stronger
e. Stronger
Level of Skill Development
a. Weaker
b. Slightly Weaker
c. No Change
d. Slightly Stronger
e. Stronger
Level of Competency
a. Weaker
b. Slightly Weaker
c. No Change
d. Slightly Stronger
e. Stronger
Amount of Knowledge
a. Weaker
b. Slightly Weaker
c. No Change
d. Slightly Stronger
e. Stronger
11) Please provide any additional comments on your personal changes in providing
SBIRT interventions.
Research about role development in providing SBIRT interventions suggests that as new
skills are developed, an individual goes through five distinct stages as confidence and
competence are gained in obtaining those new skills. One research model of this
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development suggests the first stage can be referred to as Encounter. You might have
experienced this stage during class or at a professional development training when you
first heard about SBIRT interventions. The second stage can be referred to as
Engagement. You might have experienced this stage during your initial case as you were
developing and acquiring your skills. The third stage can be referred to as Stabilization.
You might have experienced this stage as you completed a case. The fourth stage has
been referred to as Competency. You might have experienced this stage as you felt able
to mentor others just starting to do this work or conduct trainings for others in doing
SBIRT interventions. The fifth stage has been referred to as Mastery. You might have
experienced this stage as you consulted with other agencies or could transfer these skills
to another setting. The table below outlines those five stages and provides examples of
themes or events that may have occurred during each stage.

12) Which stage do you feel best describes your current experiences with providing
SBIRT interventions?
a. Encounter
b. Engagement
c. Stabilization
d. Competency
e. Mastery
13) Please describe your personal and training experiences with conducting SBIRT
interventions that have brought you to this point in your development.
14) Please select any themes or feeling you experienced (or are currently experiencing
during Stage 1, Encounter.
a. Feeling overwhelmed
b. Lacking in knowledge
c. Lacking in skills
d. Performance anxiety
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e. Fear
f. Other (please specify).
15) Please select any themes or feelings you experienced (or are currently
experiencing during Stage 2, Engagement. If you feel you are still in an earlier
stage please choose that option.
a. I am still in an earlier stage
b. Acquiring skills
c. Able to set boundaries
d. Developing tolerance
e. Building confidence through direct learning
f. Recognizing manipulative behavior in clients
g. Other (please specify).
16) Please select any themes or feelings you experienced (or are currently
experiencing during Stage 3, Stabilization. If you feel you are still in an earlier
stage please choose that option.
a. I am still in an earlier stage
b. Acknowledgement as a credible resource
c. Able to contain personal emotions
d. Able to seek appropriate support
e. Know your own limitations
f. Validation from this work
g. Therapeutic Detachment
h. Other (please specify).
17) Please select any themes or feelings you experienced (or are currently
experiencing during Stage 4, Competency. If you feel you are still in an earlier
stage please choose that option.
a. I am still in an earlier stage
b. Ability to manage caseload
c. Ability to manage other staff members
d. Ability to share or teach skills to others
e. Asked to represent the team to an outside agency
f. Feeling of clinical competence
g. Other (please specify).
18) Please select any themes or feelings you experienced (or are currently
experiencing during Stage 5, Mastery. If you feel you are still in an earlier stage
please choose that option.
a. I am still in an earlier stage
b. Called upon by senior management to resolve problems
c. Called upon my senior management to supervise other staff members
d. Able to transfer skills to other clinical settings
e. Adaptability
f. Provide consultancy
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g. Other (please specify)
19) Please describe any ways that your personal development in providing SBIRT
interventions has differed from the presented model.
20) What training or personal experiences do you think would be necessary for you
to move onto the next stage?
a. Additional professional development
b. Personal copy of the Teen Intervene manual
c. Additional administrative support
d. Working in a middle o high school
e. Prioritizing mental health services
f. Completing additional Teen Intervene cases
g. Certification as a licensed substance abuse counselor
h. Other (please specify)
21) Please describe any experiences you had in which you felt you had transitioned
from one stage to another.
School System Supports and Barriers
22) What aspects of your school system have supported you in your ability to conduct
SBIRT interventions?
a. Culture of providing mental health services
b. Concern for substance use
c. Time allotment for mental health services
d. Strong school-home-community relationships
e. Efficacious prevention programming
f. Consultation with other school-based mental health providers
g. Teacher support and expectation of this role
h. Other (please specify)
23) What aspects of your school system have prevented you from conducting SBIRT
interventions?
a. Time constraints
b. Assessment case load
c. Support from school administration in providing mental health services
d. Lack of school-home relationships
e. Other (please specify)
24) What would need to change in your current role to increase your ability to
conduct SBIRT interventions?

TRAINING OF SCHOOL PSYCHOLOGISTS CONDUCTING SBIRT

49

Appendix C: Recruitment Email
Dear Participant,
You are being invited to participate in a research study conducted by Kiersten Bell, M.A.
from James Madison University. The purpose of this study is to explore the how the
training school psychologists receive during their graduate career affects the development
of confidence and competence in providing substance use interventions.
This study will consist of an online survey hosted by QuestionPro. You will be asked to
provide answers to a series of questions related to your own experiences of the training
you received and your experiences in conducting substance use interventions. These
questions will consist of selecting responses, Likert-scale questions, and open-ended
answers. QuestionPro will not collect any identifying data so you will not be connected to
any answers you provide.
Participation in this study will require twenty to thirty minutes of your time. There is no
compensation for participating in this study. There are no identified potential risks to
your participating in this study. Your participation will be a valuable addition to research
surrounding the training experiences of future school psychologists in providing
substance use interventions. The study will inform the training practices that result in
confidence and competence so that those practitioners can be emphasized and included in
future training. It will also identify ways that graduate training programs can support the
continued development of local practitioners. Your participation is entirely voluntary and
you may withdraw your participation at any time.
The results of this research will be presented at The Graduate Psychology Research
Symposium and other possible professional conferences and settings. While individual
responses are anonymously obtained and recorded online through QuestionPro software,
data is kept in the strictest confidence. No identifiable information will be collected from
the participant and no identifiable responses will be presented in the final form of this
study. All data will be stored in a secure location only accessible to the researcher. The
researcher retains the right to use and publish non-identifiable data. At the end of the
study, all records will be destroyed. Final aggregate results will be made available to
participants upon request.
I have been given the opportunity to ask questions about this study. I have read this
consent and I understand what is being requested of me as a participant in this study. I
certify that I am at least 18 years of age. By clicking on the link below, and completing
and submitting this anonymous survey, I am consenting to participate in this research.
<SURVEY_LINK>
Thank you so much for your time, thus far.
Kiersten Bell, M.A.
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James Madison University, Education Specialist Candidate
This study has been approved by the IRB, protocol #21-2006.
Questions about the Study
If you have questions or concerns during the time of your participation in this study, or
after its completion or you would like to receive a copy of the final aggregate results of
this study, please contact:
Kiersten Bell, M.A.
Graduate Psychology
James Madison University
Bell2kj@dukes.jmu.edu

Deborah Kipps-Vaughan, Psy.D.
Graduate Psychology, Faculty Member
James Madison University
kippsvdx@jmu.edu
(540) 568-4557

Questions about Your Rights as a Research Subject
Dr. Taimi Castle
Chair, Institutional Review Board
James Madison University
(540) 568-5929
castletl@jmu.edu
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